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CANCER OF THE INTESTINE, ETC.; ITS SUR-
GICAL ASPECT, WITH REPORT OF CASES.1
BY HOMER GAGE, M.D., WORCESTER, MASS.
The danger of septic infection was one of the
most important if not the controlling factor
in limiting the field within which surgical opera-
tions could be properly undertaken a generation
ago. Its removal by the development of an
aseptic technique marks the beginning of a now
surgery, one of whose first impulses seems to
have been to see how much mutilation and
interference nature will permit. Life is found
to be quite livable without many of the organs
that had hitherto been supposed to be essential
to its existence.
But now that the possibility of these radical
excisions and resections is established, must
come the second stage in the new surgery, namely,
a careful study of the remote as well as the
immediate results of these new operations.
It seems quite certain that we shall discover
that much that is possible is attended with
very grave dangers to life, and is followed by
an impairment of comfort »and health that
makes the life that is left hardly worth living.
Already strong protests are being made by our
medical brothers against many of the. more
radical operations
—
protests that must be heard
and if possible answered, for, after all, our pur-
pose must be, not to see what surgical feats can
be successfully accomplished, but how they canbe made to contribute to the prolongation of
life and the relief of suffering.
One of the most notable protests that has
been made recently was contained in the anni-
versary discourse before the New York Academy
of Medicine, delivered Dec. 5, 1901, by Dr.
Reginald H. Fitz of Boston.
It is an exceedingly temperate and judicial
review of the ultimate results of surgical inter-
ference with diseased conditions that had hith-
erto been regarded as incurable. Much of it is
naturally taken up with a consideration of the
surgery of internal cancer, and it is to one feature
of this that I wish to call your attention for a
few moments.
In the records of the Massachusetts General
Hospital for the ten years from 1890 to 1900 hefound "ten cases of intestinal resection for
cancer, of which eight died within a month after
the operation; the ninth patient was found to
have a girdling ulcer without gross evidence of
malignant disease, although from microscopical
examination regarded as an adeno-carcinoma.
He was at work as janitor and enjoying fair
health two and a half years after operation.
The tenth patient was not heard from. Of the
five cases of intestinal anastomosis (for cancer)
two died within the fortnight following opera-
tion ; one lived six months and two have not been
heard from." "Of the seventy-seven cases of
cancer of the alimentary canal two, or only 3%,
were living at the end of three years after the
operation."
If we consider the question of relief of suffer-
ing in those whose history subsequent to the
operation could be learned, the result is equally
disappointing. I have thought it would be
worth while, therefore, to look very briefly at
the results which have been obtained by others
in the surgical treatment of intestinal cancer,
and to add my own small, but to me, significant
experience.
In the first place, one finds it quite unsatis-
factory to depend overmuch upon a general
compilation of reported cases. The immediate
results arc so much better than the full reports
from the more important clinics that one feels
at once that the tendency to report individual
successes makes the general table relatively un-
reliable as a true index of the general mortality,
and, further, most of the cases are reported too
early to give any assurance of the success or
failure of the operation. Dardennois collected
241 cases with 24 deaths, a mortality of 34.8%,
and Bovis 171 cases, with a mortality of 31.5%.
Contrast this with the combined experience of
such operators as Krönlein, Korte, Czerny, Bill-
roth-Salzer and König, whose 58 cases resulted
in 28 deaths, a mortality of 48.4%; of these
Kortc's record of 19 cases with 7 deaths, or
36.8% is the best
—
all of the others having a
mortality of 50% or over. At St.. Thomas'
Hospital between 1888 and 1897, then; were, 12
resections with 7 deaths, and Von Branianns in
1897 reported 14 cases with 6 deaths.
According to Korte, the cecum is the most
favorable locality for operative interference, he
having resected for carcinoma five times and sar-
coma once, with no deaths. This view is further
supported by McEwen, who reports 5 cases
with one death, and by Goullioud, who had 6
entercctomies for cancer of the cecum, with but
one death; Krönlein, however, had 6 cases with
3 deaths. It follows that the general mortality
in intestinal resection for malignant disease is
still very high,— almost 50%,— except possibly
in the region of the ileo-cecal valve. So much
for the immediate, now let us look for a moment
at the later results.
Of Korte's 12 successful cases, 5 were well from
3 to 8£ years after operation, 3 of his cases of re-
section of cecum being alive 8i, 6i years respec-
tively. Two of McEwcn's cases were alive mon;
and 2 less than 3 years after operation. One of
Goullioud's patients was alive 3 years, the others
less than 1 year, while Krönlein had 5 cases in
which there had been no recurrence at the; end of
from 5 months to 14 years. Of Von Branianns'
cases, 4 had remained well for more than 3 years
and 3 for less.
Taking the experience of these operators, all
of whose reports seem very complete, there were
56 cases, of which 13, or 23 %, had survived the
3-year limit without any evidence of returningdisease. These figures are, it seems to me, dis-
tinctly encouraging, and do much to overcome1Read before The Massachusetts Medical Society, June 9, 1903.
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the prejudice naturally evoked by the very
unfavorable statistics quoted by Dr. Fitz.
It must be remembered that the field is com-
paratively new, that the diagnosis is not usually
made until the disease is pretty well advanced
and that a considerable accumulation of experi-
ence must be made to furnish a basis for selection
of cases suitable for operation. In view of the
experiences already quoted, it seems reasonable
to assume that when the growth has not ex-
tended beyond its original seat, and can be
removed with a liberal margin of uninvaded
tissue, although the immediate mortality will
be large, a period of immunity from recurrences
can be fairly expected in a proportion of cases
that will compare favorably with the results
obtained from the removal of cancer in other
organs.
My own experience consists of but four cases:
Case 1. Cancer of the small intestine; acute
intestinal obstruction, without previous symp-
toms. Operation on tenth day. Death from
shock. Male, twenty-three years old, seen in
consultation with Dr. W. M. Pearson of Ware.
Had typhoid fever seven years ago, and has been
troubled with constipation and occasional attacks
of indigestion for two or three years, a very
hearty eater, strong and active up to the advent
of his last illness. On March 12 he ate a largequantity of cheese, from one-half to a pound, and
on the following day was suddenly seized with
pain in his stomach and vomiting. The pain
subsided, but a continuance of the vomiting ledhim to consult Dr. Pearson on the 15th. In
spite of a good variety of cathartics and eneinat a,
no movement of the bowels could be secured,
and the vomiting persisted. There was no dis-
tention and but little pain. Temperature had
not been above 99, and until the evening of the
24th pulse had been of good quality and about
100.
On the evening of the 24th he showed signs
of exhaustion, the vomiting became stercora-
ceous, and the pulse rose to 130. I saw him at
2 a.m. on the 25th ; he was conscious, with a
pinched, anxious expression, tongue moist, ex-
tremities somewhat cold and was very restless.
The abdomen was not distended, but was some-
what tender, especially to left of median linebelow level of umbilicus, where there was adistinct increase of muscular resistance, and
where under ether a definite tumor could be
easily made out.
On opening the abdomen the intestines were
empty and collapsed; there was a small amount
of turbid scrum present and some very recent
easily separated adhesion. The lump on the
left side was delivered through the incision and
found to be contained within the lumen of the
gut, which on its surface showed simply signs
of fresh peritonitis. The portion containing
the lump was partially intussusceptcd into the
intestine beyond. This part was- resected, and
the two ends united by a double row of sutures.
The patient's condition was very unsatisfactory
from the beginning, and he died about three
hours after the operation. The specimen was
examined by Dr. F. H. Baker, who reported
"that it consisted of about four inches of the
small intestine, probably the lower part of je-junum. On opening, it is seen to be nearly
occluded by a firm, irregular, lobulated polypoidgrowth, with a thick base and without ulcéra-
tions. The growth measures one and a half
inches in width. No growth is apparent on tho
exterior surface of the bowel, but there was
some contraction about the base of the tumor.
Microscopical sections show it to be made up of
an exuberant growth of glandlikc structures,
irregularly lined with columnar epithelium.
Many of the glands are somewhat necrotic.
Between the glands there is a coarse fibrous
stroma.
"The diagnosis is adeno-carcinoma of the small
intestine."
1 have given the history of this case at some
length because cancer in this locality is exceed-
ing rare, and because its existence was so entirely
unexpected. There was absolutely nothing in
the young man's history that would lead any
one to suspect the real condition. It, illustrates
afresh the value of operating early in all cases
of intestinal obstruction, and the possibility, in
some cases at least' of finding a cancerous growth
that, has not invaded the walls of the bowels and
has no palpable secondary glands. A more
perfect case for complete and thorough removal
of cancer in any part of the body could not be
desired. It is a strong incentive to a careful
study of the conditions which should lead to
earlier recognition and operation.Case 11. Cancer of cecum; symptoms of
chronic; appendicitis; resection; alive and well
now, two years and eight months after opera-tion. Miss N., thirty years old, a seamstress,had always had a spot in right side that wastender; supposed she had inherited a gastrictrouble from her mother. For more than ten
years had been awakened in the night by at-
tacks of colicky pain in abdomen, and for four
years these had been growing more and morefrequent. There was always severe pain in the
right, side, and the attacks of colic would occur
perhaps twice in a week, and then not for six
weeks; would sometimes last several hours, and
were controlled only by morphine. For two
years she had noticed that the gas would collect
and form a bunch in the right iliac region. Shehad been very constipated, but the move-
ments had been normal in appearance. During
the last year she had lost flesh, and found it diffi-
cult to keep on with her work. She was re-ferred to me as a case of chronic appendicitis.There was marked tenderness with a distinct
mass in the cecal region, and 1 acquiesced in the
diagnosis.
1 operated Sept. 20, 1900, and found the cecum
converted into a hard mass; appendix not in-
volved, normal in appearance, and the lower
end of the ileum very much dilated. There were
no enlarged mesenteric glands. The cecum
was movable and not adherent to any of the adja-
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cent structures. I excised it with a portion of the
ileum as well as of the ascending colon. So
much enlarged was the caliber of the small intes-
tine that an erid-to-end suture with the colon was
easily effected. Her recovery was uninterrupted,
and except for a small ventral hernia, which
is easily controlled, she has been in better health
than ever, with no sign of recurrence.
Dr. Baker reports "that the specimen consists
of the last two inches of the ileum and the first
five inches of the cecum. There is no evidence
of the growth on the outside- of the intestine,
but involving the ileo-cecal valve there is felt
a hard, contracting, encircling mass. On opening
the lumen, the ileo-cecal valve is contracted so
that its aperture is about the size of an ordinary
lead pencil. Numerous small papillary growthsproject into the lumen about the ileo-cecal valve,
and several small isolated ones are seen springing
from the mucosa of the cecum as far up as one
and a half inches from the valve. Sections show
the intestinal wall to be about four times its
normal thickness, and to be infiltrated with an
adenomatous growth. The diagnosis is adeno-
carcinoma."
The result in this case certainly justified the
interference, and is worth making several un-
successful efforts to attain. If we could obtain
as complete immunity in even 20% of our cases,
it would be as favorable a showing as we can get
in some of the better established and less op-
posed operations for cancer, in some of the more
superficial and easily accessible parts of the body.
Case HI. Cancer of hepatic flexure; chronic
intestinal obstruction; resection with artificial
anus; subsequent closure; death from recurrence.
The patient was a male, fifty-two years old,
who had for years been a pretty constant sufferer
from intestinal indigestion and constipation.
In 1898 he went to Cuba as a captain in the
regular army; had while there a severe attack
<>f dysentery, and was invalided home. For a
time he seemed to be much better and stronger
than he had been for many years, but duringthe winter of 1901-2 his old trouble returned,
and he was evidently losing both flesh and
strength.
About March 1, 1902, he had a severe attack
of abdominal distress, with vomiting and ob-
stinate constipation. Flatus passed freely, andthere were some small but unsatisfactory move-
ments. During thenext twelve days his conditionbecame worse; there was severe abdominal dis-
tention, but no local pain or tenderness. He
could retain very little nourishment, and as the
obstruction seemed to be growing more complete,
•n consultation with his attending physicians,Drs. Wood and Baker of Worcester, I advised his
removal to the hospital for exploratory incision.This was done on March 13, and I found the
obstruction to be caused by an annular constric-tion in the neighborhood of the hepatic flexure.A hard infiltrating and contracting mass in-
volved the whole circumference of the bowel,
which was intimately adherent to the abdominal
wall. There were several enlarged glands to
be felt in the adjacent mesentery. I succeeded
in freeing the mass and excising it with enough
of the mesentery to include the glands which
I had felt. The patient's condition was such
that I did not feel justified in attempting a care-
ful suture, and had to be satisfied with an arti-
ficial anus at that point. He rallied well from
the operation, was able to take and retain his
nourishment, and at the end of a week was
removed to his home.
Here he gained rapidly in flesh and strength,
and was able to be up and walk about the house.
On the 25th of April, six weeks after the first
operation, I attempted to close the fistula and
found the disease was already returning in the
mesentery and adjacent parts. Symptoms of
obstruction quickly supervened, and he died
on the 25th of May.
Dr. Baker reported "that the specimen con-
sisted of about five inches of the ascending colon
near the hepatic flexure. Occupying about two
inches of the middle was a firm, nodular, encir-
cling, contracting growth, with broken adhesions
over its external surface. This growth in the
interior of the intestine presents a rough poly-
poid surface with several small areas of ulcéra-
tion. The lumen of the gut was reduced to a
little less than one-half inch. Sections showed
the mucosa and submucosa in places to be
nearly destroyed, and the growth to be made up
of an irregular-shaped glandlike tissue, with the
glands lined with columnar epithelioma. Some
sections showed marked necrosis. The inter-.
glandular stroma was made up of coarse fibrous
tissue. Adeno-carcinoma of large intestine."
The operation in this case is fairly open to
the criticism made by Dr. Fitz upon surgical
interference with intestinal cancer in general.
If it was reasonable to open the abdomen and
to make sure that the obstruction was not some-
thing that could be easily and safely relieved, a
matter perhaps it should have been possible to
decide without, in view of the extent of the
disease and the improbability of being able
thoroughly to remove it, I think the interfer-
ence should have stopped there. I shall cer-
tainly never again attempt or advise removal
under similar conditions.
Cask IV is one which I reported in the
Boston Medical and Surgical Journal for
Dec. 19, 1901. It was that of a man seventy-
five years old, who was operated on by Dr. Mc-Burney of New York for acute intestinal obstruc-
tion. Six inches of the lower half of the sig-
moid flexure was resected for carcinoma. Five-
years later I operated for a second obstruction
caused by internal strangulation, and found
no evidence of recurrent disease. He is alive
and well now, seven years after the removal of
the cancer, and in his eighty-second year.
Clinically these cases illustrate three different
ways in which the presence of a malignant growth
in tho intestinal canal may manifest itself. In
two, acute intestinal obstruction was the first
indication of the existence of any serious trouble;.
There had been absolutely nothing in either
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case to suggest the possibility of organic disease,
and as we review the histories of intestinal
cancer in the reported operations, one is sur-
prised to find how often its development proceeds
wholly unsuspected.
The diagnosis in this class, therefore, cannot
be made until the abdomen has been opened,
and there can be no question as to the propriety
of the operation. When, as in Case II, the
accompanying symptoms arc such as to suggest
a chronic appendicitis,— and the frequency with
which cancer is found in the cecal region makes
this class relatively a large one,
—
the desirability
of surgical interference is equally clear.
The existence of the more serious lesions can
seldom be made out beforehand, and fortunately
the early appearance of the symptoms can lead
to an early discovery of the growth by a surgical
incision, and to its early removal while yet con-
fined to its original seat, when all the conditions
for success are most favorable. This explains,
1 think, in no small measure, the comparative
low mortality and long immunity from recur-
rence observed in cases where the disease has
been confined to the region of the ileo-cecal
valve.
In that class of cases represented by the pa-
tient with chronic obstruction, there is certainly
room for a very wide and honest difference of
opinion. If left until the obstruction is nearly
complete, the growth has too often spread by
contiguity or metastasis, until its complete and
thorough removal is impossible. Interference
under such conditions may furnish the oppor-
tunity for the exhibition of great technical skill
on the part of the surgeon, but can hardly be
of any substantial benefit to the patient, and
too often supplies the sort of failures which are
contained in Dr. Fitz's paper, to the discredit of
surgery.
Much the same can be said of those cases in
which operation is undertaken only after the
discovery of a palpable tumor. When the dis-
ease has reached a point where the diagnosis
is only too apparent, surgery is unlikely to afford
any great measure of relief, and even an explora-
tory incision should be undertaken very cau-
tiously, if at all.
In these cases, before the appearance of ob-
struction or tumor, it will usually be found that
there have been for a longer or shorter time,
symptoms of intestinal indigestion, abdominal
pain, constipation often alternating with diar-
rhea and other intestinal disturbances, which,
in the light of the later developments, were their
forerunners.
I believe there is a time in every case of cancer
of the intestine, as of cancer in other more ex-
posed parts of the body, when the growth is
local and can be removed with reasonable proba-
bility of a very long immunity from recurrence,
and it is to a study of these earlier symptoms,
with a view to the recognition of" this earlier
stage, that we must invoke the hearty co-opera-
tion of our medical friends, for that is the appro-priate time for surgical interference,
I would confine the exploratory incision,
then, to those cases in which the earliest symp-
toms were those of acute intestinal obstruction,
of appendicitis, acute or chronic, and to those
cases of chronic intestinal disturbance in which
there was a clear presumption that malignantdisease, if it existed, had not advanced beyond
the point where its radical removal was impos-
sible.
So, too, after exploration and the discovery
of a malignant growth, I would stop there,
where the disease was found to have invaded
the mesentery, its lymphatics, the adjacentperitoneal surfaces by adhesions, or other organsby metastasis, to an extent, to make its com-
plete and radical removal unlikely. It happens
often enough here, as elsewhere', that cancer
has invaded adjacent structures even when its
presence cannot, be detected by sight or feeling«I would reserve the radical operation for those
cases in which the disease, so far as gross appear-
ances are concerned, can be wholly isolated and
removed.
I have said little of the palliative operation
of colostomy and the various forms of intestinal
anastomosis and exclusion, because I feel that
if the growth cannot be removed with a fair
assurance of immunity from recurrence there
can be but little relief or satisfaction in a few
weeks or months of added life with the burdens
of a fecal fistula or a more or less imperfect
anastomosis. Such an existence, short and
full of suffering as it so often is, may be impor-
tant enough for some special purpose to make
one or the other of these operations necessary
or desirable.
Colostomy in particular may be necessaryfor the relief of acute intestinal obstruction, or
under other conditions as a preliminary to resec-
tion, but in the advanced stages of the disca.se
none of these operations can afford more than
a very temporary and imperfect relief, and theybelong, it seems to me, to the surgery of the
mechanic, not of the Samaritan.
DISCUSSION.
Dr. F. S. Watson of Boston: I want to say one
word only with regard to that part of Dr. Cage's
paper which deals with the question of making
an artificial opening in the bowel as a palliative
measure in inoperable cases of malignant disease
of this locality. I cannot agree with either the
reader or with Dr. Fitz, whom he quotes, with
regard to this point, that it is not worth while to
do colostomy under such circumstances.
Dr. Fitz gives, in the paper referred to by Dr.
Gage, an entirely erroneous judgment with
regard to colostomy as a measure of relief in
these cases. Colostomy performed as Mayo
recommends, on the same principle as that of
the Ssabana Jew Frank gastrostomy in cases of
cancer of the stomach, uniformly affords very
great comfort to the patient, and does not simply
prolong life at the expense of substituting a con-dition so disgusting and obnoxious to the patient
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and to those "who care for him that it is worse
than that produced by the disease left to itself.
It is true that we cannot relieve the pain
which is due to the pressure of the tumor, but
why we should allow the patient previous to that
time, or for that matter after it is presont, to
support the additional suffering which arises
from the distent ion due to obstruction, or that
which proceeds from the passage of feces over
an ulcerated surface, when we have the power
to remove both by an operation which when
properly done, controls the action of the bowels
perfectly in the majority of cases, and removes
all fecal matter from contact with the diseased
area, is more than 1 can understand. It seems
to me that it would bo quite as reasonable topermit a patient to die of suffocation during
diphtheria in a hopelessly fatal case, rather than
to supply to him the ease furnished by a trache-
otomy, and thus take that sting out of the load
of distress to be sustained before death comes.
I am confident that any of us who was suffering
from the great pain of distention in obstructive
cancerous disease of the bowel would call pretty
loudly for the relief of colostomy if he had ever
seen it given to another under such conditions.
Dr. A. T. Cahot of Boston: Dr. Gage's paper
I think shows very clearly that what we needis not fewer but earlier operations; and that if
our medical brethren would teach us how to
discover these cases earlier, rather than point
out cases which we lose because they have come
to us too late, we might hope to advance in thedirection of cure. We know that in these can-
cers at that part of the intestine which is acces-
sible to constant examination in the lower
bowel and rectum, there is a stage during which
a radical removal is a cure. 1 have a number
of patients now well from whom I have removed
adenomata, adeno-carcinomas of the lower bowel.
If you could learn the existence of these growths
of the higher bowel during that stage, the removal
would be quite as easy, even more so, becausethe bowel is less attached to the parts about.It seems to me the thing we must seek for is a
closer observation of cases during the earlier
stage of obstruction,— partial, recurrent obstruc-tion,— because these patients often give a history
of obstipation that amounts almost to obstruction
which with castor oil passes off, and then two or
three months later they cannot get movements
with castor oil, and are turned over to the sur-
geon. I think we ought to work towards betterdiagnosis of the earlier stages. Whether we
are going to get that by examination of the feces
or how, I cannot say; but it seems to me it is
"up to" our medical brethren to help us in that
way rather than by criticising the cases which,
coming to us too late, do not result favorably.Dr. Gaue: I am well aware that there is roomfor a wide and honest difference of opinion in
regard to these palliative operations. In my
own experience, even if immediate relief is ob-tained, the suffering is simply postponed, and
even then the relief is very incomplete. Thepain and discomfort incident to the continued
pressure and extension of the disease are still
very much in evidence, even if the acute Obstruc-
tion is overcome.
Personally I should rather go without the
operation, unless the disease could be radically
removed or there was some special reason for
which I wished to live a few weeks longer.
THE RELATIONS EXISTING BETWEEN RESPIR-ATORY AND INTRAPELVIC DISEASES.1
BY DANIEL H. CRAIG, M.D., BOSTON.
In 1878 Professor Skene," in his inaugural
address, called the attention of the New York
Obstetrical Society to the very common occur-
rence of prolapse of the ovary, and requested
the members to devote their energies to the
discovery of the causes of this lesion in cases in
which the cause was not manifest and in which
the prolapse was unassociated with either dis-
ease in the ovary itself or uterine displacement.During the ensuing year, Drs. Mundo12 and(¡oodell13 each presented monographs upon the
subject, not only considering the causes; but,
also the course, symptoms, diagnosis and treat-
ment. Various authors have contributed to
the subject since and practically all have quoted
the list of causes as given in the above papers,
and it is because I feel that I can aid a cause
which will account for cases not explained by
any causes mentioned heretofore that 1 have
undertaken the work, of which 1 trust you will
consider this as but a preliminary report.Clinically, the condition is of immense im-
portance, for Mundo " found uncomplicatedprolapse in practically 10% of his cases and they
are even more frequent now. In the last five
hundred cases of pelvic disease personally diag-
nosticated 1 have found prolapse of the ovary
to play a clinical part as follows:
Total number of cases 500.
Cases in which ovarian prolapse was not a
factor .290 or 59 %
Cases in which the uterus was retrodis-
placed, the ovaries not being coinci-
den tly prolapsed .... 02 or 124%Cases m which rctrodisplacenicnt. and
ovarian prolapse coexisted . . SO or 14 %
Cases In which ovarian prolapse existed
with no retrodisplacement ot the uterus 711 or 114%
500 i 00—
The increase of 4% in the frequency might be
accounted for by the recent greater prevalence
of respiratory diseases incident to the annual
epidemics of influenza, which had not occurred
at the time of Mundé's paper in 1^79.
My attention was first directed to the relations
existing between respiratory and infrapclvic
lesions by the fact that patients with pelvic
lesions, and especially those with ovarian pro-
lapse, were invariably made worse; and their
favorable progress under treatment arrested by
the intercurrence of any cough-accompanied
lesion. In accordance with this conception
1 Read before The Massachusetts Medical Society, June 10, 1903.
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